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of the cervical node in our case did not show evidence of spirochetes. In a retrospective study to elucidate the pathologic features of syphilitic lymphadenitis, Liu et al. reported that 15 of 16 cases identified Treponema pallidum by immunohistochemical staining of pathology specimens. [5] However, others have reported that Silver impregnation stains are relatively insensitive for the detection of treponemal organisms and that syphilitic lymphadenopathy can present with a constellation of histologic findings that may mimic other infectious How to cite this article: Mahapatra R, Clarke G, Lobo Z, Psevdos G. Cervical syphilitic lymphadenitis causing fever of unknown origin followed by rash of secondary syphilis. Indian J Pathol Microbiol 2019;62:339-40.
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Syphilis is a sexually transmitted disease caused by the spirochete Treponema pallidum. The organism can be transmitted through oral sexual contact causing a mucosal surface chancre. The chancre is usually painless and it can go unnoticed as it resolves spontaneously without treatment. Cervical lymphadenitis can be a localized reaction to this primary syphilitic lesion. In general, syphilitic lymphadenopathy can be detected during any of the three stages of disease, or during intervals between stages. [1] Syphilis is known to play strange tricks on clinicians, as the great mimicker, making clinical diagnosis anything but easy. Herein, we described a case of cervical syphilitic lymphadenitis initially masquerading as lymphoma causing a febrile illness, but later "revealing" itself in a rash with serological confirmation and dermatopathological evaluation showing the spirochetes in the epidermis.
A 66 year-old gentleman presented to our practice with intermittent febrile illness of a month's duration with nocturnal diaphoresis, chills, and a 10 pound unintentional weight loss. A physical examination revealed enlarged, fixed, cervical lymph nodes, mild pharyngeal erythema but without any ulcers. A soft systolic heart murmur was audible. A computed tomography imaging showed multiple enlarged bilateral cervical lymph nodes, largest measuring 1.9 × 1.3 cm on the right and 2.0 × 1.8 cm on the left, and an enlarged supraclavicular lymph node, measuring 1.5 × 2.1 cm [ Figure 1 ]. An excisional lymph node biopsy was performed to rule out a lymphoproliferative disorder. Histologic analysis showed a non-necrotizing granulomatous reaction with giant cell formation [ Figure 2a ]. Acid fast, Gomori methenamine-silver nitrate, and periodic acid-Schiff stains were negative for organisms. A flow cytometry confirmed absence of immunophenotypic evidence for clonal B-cell or abnormal T-cell population. The patient did not have bacteremia, Bartonella titers were negative, and the fever resolved spontaneously. Three weeks later the patient presented with a papulonodular erythematous rash on the trunk and buttocks, sparing the palms and soles. At that time the lymphadenopathy had resolved. The patient admitted to having unprotected oral sex. A skin punch biopsy revealed an acanthotic skin with focal inflamed ulcer with epidermal spongiosis and plasma cell predominant inflammation [ Figure 2b ]. An immunoperoxidase stain for Treponema pallidum showed numerous intraepidermal spirochetes [ Figure 3a and b]. Rapid plasma reagin titer was 1:128 and the patient was treated with a single intramuscular dose of benzathine penicillin G.
Syphilitic or luetic lymphadenopathy usually has features of follicular hyperplasia and often marked by medullary and interfollicular plasmacytosis. [2] Previous reports have described syphilitic lymphadenitis as isolated enlarging neck masses. [3] Nonnecrotizing granulomas with epithelioid histiocytes and giant cells are common. Diagnosis can be confirmed by the detection of the spirochete via silver staining, immunohistochemistry, and PCR testing. [4] Image or neoplastic processes. These findings include capsular fibrosis, chronic inflammation, follicular and interfollicular hyperplasia, and perivascular cuffing of plasma cells, among other findings. [6] Therefore, the importance of obtaining clinical history and elucidating possible epidemiologic exposures is crucial in the timely diagnosis of syphilitic lymphadenitis.
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